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This Statement of Deficiencies was generated as 

the result of a complaint investigation conducted 

regarding your facility on July 2, 2007. 

 

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil actions or other 

claims for relief that may be available to any party 

under applicable federal, state or local laws.

Complaint #NV00015256 alleged that a former 

resident had sustained bug bites, possibly from 

bed bugs, during her stay at the facility.  The 

complaint was unsubstantiated due to insufficient 

of evidence.

Complaint #NV00015238 contained multiple 

allegations regarding the facility's housekeeping, 

laundry and nursing services.  The complaint was 

unsubstantiated due to insufficient evidence.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
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program participation.
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